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Background

In the last decade, there has been growing recognition and understanding of the complex interrelationship between physical health and mental health. The high level of physical ill health experienced by many people with a severe and enduring mental illness has a direct impact on their life expectancy and quality of life, notwithstanding the fact that mental illness itself does not have any inherent causative connection to physical illness.
The life expectancy of people with a severe mental illness is estimated in some international studies to be as much as 25 years less than the general population (Everett et al 2008). Many of the causes of death were found to be similar to the cause of death for all other persons and could be treated or prevented through timely access to effective healthcare and information.

The physical health of people with schizophrenia is typically poorer compared with the general population (an estimated 50 per cent have a co-occurring physical illness) (Howard et al. 2007), with the prevalence rate for obesity up to three times greater for this group. Research has found that people with a diagnosis of schizophrenia or bipolar disorder are more than twice as likely to have diabetes than other patients and also more likely to experience heart disease, stroke, hypertension and epilepsy (Disability Rights Commission United Kingdom 2005).
People with severe mental illness are at high risk of chronic diseases associated with sedentary behaviour, including diabetes and cardiovascular disease. Evidence shows the psychological benefits of exercise are similar to those of psychotherapeutic interventions. Exercise can also alleviate secondary mental health symptoms such as low self-esteem and social withdrawal (Richardson et al. 2005). Exercise is well accepted by people with severe mental illness and is often considered one of the most valued components of treatment. Adherence to physical activity interventions appears comparable to that in the general population.
Evidence suggests that the excess of mortality and morbidity seen in people with a severe mental illness is, to a significant degree, the consequence of poor diet or weight-related chronic disease. In fact poor diet has been found to be a higher risk for premature mortality than risk of suicide, accidental and violent death for people with a severe mental illness (Ministerial Advisory Committee on Mental Health 2011). 
People with a severe mental illness have a higher prevalence of smoking (70 per cent smoke compared with 20 per cent of the Australian public) (Department of Health and Ageing 2004). Smoking also increases the metabolism rate of many psychotropic medications used to treat mental illnesses such as schizophrenia, which reduces the effectiveness of medications. People with a mental illness may smoke, in part, to reduce medication side effects (cited in Morris et al. 2009). 

In addition to a high risk for metabolic syndrome, smokers with mental illnesses have more psychiatric symptoms, increased hospitalisations and require higher dosages of medications (cited in Morris et al. 2009). 
The evidence indicates that a significant amount of the health burden experienced by people with a severe mental illness is directly linked to the detrimental side effects of the new/second generation (atypical) antipsychotics and mood altering medication (Green et al. 2000). The risk of obesity is compounded by the side effects of prescribed psychiatric drugs (cited in Morris et al. 2009). Research suggests that between 40 and 80 per cent of patients taking antipsychotic medication experience weight gain that exceeds ideal body weight by 20 per cent or greater (Masand et al. 1999). Weight gain is also found to reduce the likelihood of adherence to medication regimes (Pijl and Meinders 1996).
Antipsychotic medications used to treat psychiatric illness may also result in other distressing physical side effects such as hyper-salivation and metabolic syndrome and have been clearly associated with increased cholesterol and blood sugar levels which can lead to diabetes.   

The level of physical health inequality experienced by people with severe mental illness is also driven by complex, inter-related factors including poverty, homelessness, poor living conditions and limited access to nutritious food.
People with a severe mental illness often have limited knowledge and low self-efficacy regarding active self-management of their physical health. Studies have found that despite their interest in learning about healthy lifestyle behaviour, people have expressed a sense of personal futility and powerlessness in improving their health. This is further compounded by the way many mental health, primary healthcare and medical professionals respond to physical health matters for this population group, resulting in missed opportunities for prevention, early detection and treatment of common physical health conditions.
Challenges and opportunities

A 25-year reduction in life span is unacceptable by any standard. It implies a higher incidence of disease, a worse course of disease or both. This is a major social and public health issue that warrants urgent and sustained attention by all levels of government. This raises serious questions of equity in healthcare provision for people who are mentally ill.

The evidence strongly supports the need for the development of an integrated health response that supports prevention and the early diagnosis, treatment and management of physical health problems and chronic medical conditions as part of the overall treatment and care provided to people with severe mental illness. 
General practice has a central, critical responsibility for providing medical treatment, chronic disease management and preventive healthcare to all members of the community, including people with severe mental health problems. Research suggests however that health professionals may be challenged by people with a comorbid physical health and mental health problem and as a result may fail to identify physical health problems or provide adequate treatment and care, routine preventive services or actively involve the person in decisions relating to their physical health treatment and care.  

There is a substantial body of evidence that some mental health and medical professionals interpret physical health symptoms and concerns as a mental health rather than a primary health issue – a phenomenon called ‘diagnostic overshadowing’ (Dean 2001). As a consequence, medical professionals often fail to identify and treat physical health problems.  

There also appears to be differences in perception between people with a severe mental illness, professionals and carers regarding their desire to improve their physical health. More recent literature has found that medical and mental health staff and carers think people who experience severe mental illness are unmotivated and are not concerned with improving their physical health. The literature challenges this view.

Smoking may be the most modifiable risk factor for decreasing the excess mortality and morbidity people with a mental illness face. While research demonstrates that tobacco interventions can be effective for this population group, they are not commonly used in clinical practice. 
People with severe mental illness may also display dental phobia, anxiety and paranoia, with resultant high ‘did not attend’ and treatment refusal rates. They may also fear judgement regarding the personal neglect of their teeth. The combined impact of these issues makes dental treatment for this group more time-intensive and expensive. Affordability is a key barrier to accessing dental care.

The health inequalities experienced by people with severe mental illness cannot be explained by physical health factors alone. The drivers for health inequality among people with severe mental illness are complex and interrelated and include poverty, homelessness, social isolation, lifestyle and living conditions, problems accessing health assessment and medical treatment.

Improving physical health outcomes for people with a severe mental illness therefore requires action that will improve their access to basic life needs, particularly affordable housing and nutritious and adequate food. Without this, the individual’s capacity for self-management of reasonable good health is markedly reduced.
The evidence base on the health impacts of new psychotic medications is still developing. Clinical observations in Victoria suggest that while the mental health of individuals has improved as a result of these medications and they have reduced the mortality rate associated with suicide and traumatic death, physical health is getting worse. In effect, while mortality rates are decreasing in the short term, chronic physical disease can be expected to increase over the longer term. 

The consequences of this dynamic are not fully known. This is an important reminder that not all patients need to be prescribed atypical rather than older antipsychotics. As both the older and newer drugs have a range of side effects, the drug used should be tailored to take into account the relative risks and benefits of each class of drugs to the person receiving the medication.

Exercise offers a simple and relatively cheap alternative or adjunct to drug therapy. However, the evidence for the mental health benefits of exercise is not widely recognised outside the exercise fraternity and is not routinely built into individuals’ treatment responses. 
Research suggests few mental health providers currently ask patients about smoking or advise them to quit. People with a severe mental illness often want to quit smoking, but struggle to find assistance and encounter barriers to accessing effective tobacco cessation services within the public mental health system. Insufficient resources are exacerbated by lack of knowledge and the negative expectations of both patients and providers. 

Policy and program options

People experiencing severe mental health illness should have access to the same standard of physical healthcare as the general community.  A multisystem approach, involving specialist mental health services, primary healthcare providers and community health, is needed to improve access to timely and effective access to preventive physical health and effective chronic disease management care.  

Consideration could be given to:
· ensuring all clients of the specialist mental health service system have a general practitioner who will play a proactive role in the early detection and treatment of physical illness, the management of chronic physical disease, as well as the provision of preventive health support

· improved continuity of care achieved through strengthened coordination and collaboration at the local level between specialist mental health, general practitioners and community health services  

· health promotion activities that target lifestyle factors such as obesity, smoking, poor nutrition, low levels of physical activity and drug and alcohol misuse
· sustained action to address the social and economic determinants of good physical health, with particular attention to improving access to affordable housing, employment and adequate and nutritious food.  
Specialist clinical mental health services have important role in improving the physical health of service users as part of a holistic approach to client care, and could be resourced and supported to provide:

· early detection through regular physical health screening
· supported referral to primary healthcare providers for further testing, treatment and chronic disease management
· healthy lifestyle counselling, education and advice to encourage healthy behaviours (such as smoking cessation and good nutrition) and support clients to self-manage their physical health, a function that could also be provided by Mental Health Community Support Services and community health
· evidence-based physical activity interventions
· health promoting environments in bed and community-based mental health service settings, including ensuring smoke-free environments and staff modelling of good health behaviours.
Consideration could also be given to: 
· providing dedicated funding to public dental clinics to provide free dental services for people with severe mental health problems (targeting those experiencing socio-economic disadvantage)
· developing evidence-based clinical guidelines for physical health assessments and healthy lifestyle counselling, including the use of motivational techniques
· reviewing relative benefits and risks of older versus newer antipsychotic medication with respect to physical health and develop evidence based guidelines to inform clinician use of both classes of antipsychotics medication and other psychiatric medication
· developing a model of good practice in nutrition linked to a training program to up-skill clinicians and other relevant staff in its use
· developing a chronic physical disease management framework tailored to the specific needs of people with mental health problems.  

As the funder, policy and system manager of general practice healthcare, the Commonwealth Government must take proactive, sustained action to close the health inequality gap experienced by people with severe and enduring mental illness. This will require action to improve access to affordable and responsive medical treatment and preventive healthcare and address cost disincentives for general practitioners to treat and provide chronic disease management care to this client group.  Consideration could be given to extending voluntary patient enrolment (currently in place for people with diabetes) to people with a severe mental illness.

Key questions

1. Are the key barriers to good mental health and disadvantage associated with poor mental health and poor physical health adequately described? How else can this be understood?

2. Are there particular outcomes that we should focus effort on for individuals with poor mental health and poor physical health and communities? 

3. How can we improve these outcomes for individuals with poor mental health and poor physical health (having regard to what we know about the barriers and harms experienced by individuals with poor mental health and poor physical health)? What do we know works? 

4. Do the options for consideration focus effort where it is most needed and most effective? Are there other options that should also be considered? 

5. How do we integrate mental health programs generally or programs focussed on individuals with poor mental health and poor physical health in particular into a system of care?
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